Background: Prevention of mother-to-child transmission (PMTCT) depends critically on HIV-positive women's adherence to antiretroviral drugs during and after pregnancy. Adherence among pregnant and breastfeeding women remains a challenge across sub-Saharan Africa. Power dynamics within couples, such as intimate partner violence, has largely been neglected in research regarding PMTCT adherence.
Introduction
Antiretroviral (ARV) drugs during and after pregnancy can reduce the risk of mother-to-child transmission (MTCT) of HIV in utero, during childbirth, or while breastfeeding from 35% to less than 5% in low and middle-income countries (WHO, 2010a) . Major strides have been made at the political and institutional level to increase coverage of ARVs for the purpose of prevention of motherto-child transmission (PMTCT) in sub-Saharan Africa where 90% of HIV-positive mothers live (WHO, 2010b) . Zambia is one of six countries in the region that has achieved PMTCT coverage of more than 75% (UNAIDS, 2012) . Despite increasing access to highly efficacious combination antiretroviral therapy (cART) for PMTCT, hundreds of thousands of infants in sub-Saharan Africa continue to contract HIV from their mothers each year (WHO, 2013) . In Zambia alone, despite a commendable downward trend, almost 10,000 infants are newly infected with HIV annually (UNICEF, 2012) . A critical barrier to PMTCT in Zambia is HIV-positive women's poor adherence to cART during pregnancy and the breastfeeding period (Ngoma et al., 2015) .
While given less attention than scaling-up ARV services, PMTCT depends critically on HIV-positive pregnant and breastfeeding women's adherence to cART across the cascade of care. Recent studies suggest that HIV-positive individuals need to take at least 80% of prescribed cART doses to adequately suppress HIV (Gordon et al., 2015; Kobin and Sheth, 2011) . Suboptimal adherence to cART among HIV-positive pregnant and breastfeeding women not only increases the risk of MTCT, but also increases the likelihood of maternal HIV-related disease progression and drug resistance for both the mother and the infant (Nachega et al., 2007; Ngoma et al., 2015; Onono et al., 2015) . Achieving high PMTCT adherence E-mail address: karen.hampanda@ucdenver.edu.
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Social Science & Medicine jo u rn a l h o m e p a g e : w w w . e l s e v i e r . c o m / l o c a t e / s o c s c i m e d remains a challenge in many settings globally, including subSaharan Africa (Nachega et al., 2012) . Indeed, research from Zambia indicates that PMTCT adherence ranges from 63% to 79% (Conkling et al., 2010; Megazzini et al., 2010; Stringer et al., 2010) ; however, these estimates are based on single dose Nevirapine (sdNVP) at the time of labor/delivery and not cART across the PMTCT cascade. Little is known about HIV-positive women's ability to adhere to the newer extended cART PMTCT regimens in Zambia.
Often, HIV-positive women's attitude, perceived norms, and personal agency are cited as ways to understand and address PMTCT adherence (Awiti Ujiji et al., 2011; Nyasulu and Naysulu, 2011; Varga and Brookes, 2008) . The problem with examining PMTCT adherence using only intrapersonal constructs is that the sole responsibility to prevent MTCT is thereby placed on the HIVpositive mother, without taking into account the context in which these health behaviors occur and the large gender inequities that persist both within society and sexual relationships (Campbell et al., 2008) .
Intimate partner violence (IPV) against women is one of the most compelling manifestations of unequal power in sexual relationships and the larger phenomenon of gender inequality (Blanc, 2001 ). IPV includes actual or threatened physical or sexual violence, or psychological and emotional abuse directed toward a partner/ spouse that is part of a general strategy of power and control (Campbell, 2002; Johnson, 2008) . Based on the most recent Zambian Demographic and Health Survey (ZDHS), IPV against women appears to be a normative and accepted behavior. Over 46% of women reported they believe a husband is justified in beating his wife for at least one specified reason and 47% of women reported experiencing IPV from their current partner/spouse (CSO, 2014) . Qualitative research from Zambia indicates that refusing to have sex, discussing HIV testing or treatment, and disclosure of an HIV positive status to a male partner can initiate IPV against women (Human Rights Watch, 2007; Murray et al., 2006) .
IPV is associated with numerous adverse health outcomes among women globally (Campbell, 2002) , including a higher risk of sexually-transmitted infections (STIs), including HIV (Harvey et al., 2007; Li et al., 2014) . Women are also at increased risk of IPV after HIV-infection (Mulrenan et al., 2015) . In addition, IPV is linked to poor reproductive health outcomes, such as low birth weight, preterm delivery, and maternal and infant mortality (Boy and Salihu, 2004; Emenike et al., 2008) . Lastly, IPV reduces the likelihood of certain HIV-related health behaviors among women, such as HIV testing and adherence to cART for the woman's own health (Hatcher et al., 2015; Siemieniuk et al., 2013) . Qualitative research from South Africa also indicates that HIV-positive women often cite IPV as a barrier to PMTCT (Hatcher et al., 2014; Mepham et al., 2011) . However, no studies to-date have quantitatively established a relationship between IPV and non-adherence to PMTCT in sub-Saharan Africa (Hatcher et al., 2015) .
This article examines whether IPV against HIV-positive women is associated with non-adherence to cART during and after pregnancy in urban Zambia. This paper also explores whether the type, frequency, and severity of IPV differentially impact adherence to various PMTCT medication protocols. In order to create effective interventions, we need to understand both the nature of IPV, as well as its consequences (White et al., 2000) . The a priori hypothesis of this study is that women with more severe and frequent IPV will have the poorest adherence to PMTCT due to their lack of autonomy and decision-making ability within the family.
Methods

Study design
A cross-sectional survey was conducted with postpartum HIVpositive women at a large public health center in Lusaka, Zambia, from April to August of 2014. Quantitative data were collected through a face-to-face survey with closed-ended questions on women's self-reported PMTCT adherence and gender power dynamics within their current sexual relationship. The questionnaire was pretested during a pilot study in March of 2014. Trained Zambian research assistants verbally administered the survey in the local languages on paper forms in a private location at the health center. The questionnaire was written in English, but translated into the two most commonly spoken dialects in Lusaka. Participants received a small travel reimbursement for their time. Written informed consent or a thumbprint was obtained from all participants.
The four research assistants were all individuals who had previously participated in data collection for health research and were trained health care workers. They also attended a three-day training, which included in-depth discussion of research ethics. 
Study participants
Participants were 320 HIV-positive postpartum women who had brought their infants for routine pediatric well-child care (e.g., immunizations) in the Department of Maternal and Child Health at a large public health facility in Lusaka. The health center has a catchment population of over 160,000 individuals living in the surrounding low socioeconomic neighborhoods. Women who were HIV seropositive, over the age of 18 years, currently married or living with a man, and whose youngest infant was between 3 and 9 months of age, were invited to participate in the survey after completing their health care visit. Infant age criterion was selected to capture all of the essential postpartum PMTCT protocols and limit recall bias. Routine pediatric health care in Zambia recommends infants receive immunizations and other preventative care at 14 weeks; 6 months; and 9 months. Immunization compliance is high with only 3.2% of Zambian infants having no immunizations by 12 months of life (CSO, 2014) .
Nurses determined eligibility for the study using the infant's "Under-Five Card," a mother's copy of her child's health record that she is required to bring to all pediatric health care visits and includes the child's birth date, height and weight, immunizations, medications, and PMTCT. Nurses providing immunizations examined the Under-Five Card and verbally invited eligible women to participate in the survey by proceeding to a designated room in the clinic where research assistants awaited them. The response rate for eligible women was 85%.
Measures
Questions regarding medication adherence during and after pregnancy, the main outcome of interest, were developed by the primary investigator based on Simoni et al. (2006) and the 2010 Malawi DHS (National Statistical Office & ICF Macro, 2011). Using a visual analog scale (VAS) that was verbally explained to women, participants retrospectively reported on their estimate of cART adherence during and after pregnancy and whether they ingested sdNVP during labor/delivery. Participants also reported on their estimate of adherence to giving Niverapine (NVP) prophylaxis to their infant postpartum. Self-reporting by HIV-positive mothers is one of the most common methodologies used to collect data on PMTCT (Futterman et al., 2010; Mepham et al., 2011; Nassali et al., 2009) . In addition, studies have shown that self-reported adherence to ART, including using the VAS, and plasma drug levels are significantly associated (Fabbiani et al., 2015; Fletcher et al., 2005; Murri et al., 2000) . Although biomarkers were not available, research assistants did use PMTCT appointment records to validate women's self-reported adherence.
At the time of the study, Zambia was following WHO PMTCT Option A, where HIV-positive pregnant or breastfeeding women initiated lifelong ART only if they were eligible based on their CD4 count/clinical stage. HIV-positive pregnant or breastfeeding women who were not eligible for lifelong ART were given shortcourse PMTCT prophylaxis. Under both regimens, women are required to take cART during and after pregnancy as well as give their infant prophylaxis; although different drugs are prescribed for different lengths of time (WHO, 2010a) . Data were collected for women on both regimens and regimen type was controlled for in the analysis.
Women reported on the proportion of prescribed cART doses they took while they were pregnant from 0 to 100%; if they ingested sdNVP during labor and delivery (only women on short course prophylaxis); how many of the prescribed cART doses they took postpartum from 0 to 100%; and how many doses of NVP prophylaxis they gave to the infant from 0 to 100%. Only women who reported being offered medication were included in the analysis. Medical records were used to validate self-reports at the time of the survey. Adherence was evaluated as a binary variable, defined as a woman reporting she took (or gave to the infant) at least 80% of the prescribed medication doses during each respective time period (Gordon et al., 2015; Kobin and Sheth, 2011) .
IPV, the independent variable of interest, was measured using a version of the Revised Conflict Tactics Scale (CTS2). The CTS2 is one of the most widely used IPV measurement tools worldwide and has strong reported psychometric properties (Straus, Hamby, BoneyMcCoy and Sugarman, 1996) . The version of the CTS2 used in this study came directly from the Zambian DHS Domestic Violence Module (CSO, 2009). The DHS Domestic Violence Module was first developed and standardized in 2000 and has been used in more than 80 surveys, including throughout sub-Saharan Africa (MacQuarrie et al., 2014) . The module includes five items related to IPV: the woman's acceptance of wife beating; if she has experienced any specific sexual, physical, or emotional IPV events from her current sexual partner; the frequency of those specific events in the past year; if any injuries occurred as the result of violence; and if she has ever hit her partner. There were three possible specific events for emotional violence, seven possible events for physical violence, and two possible events for sexual violence.
Covariates included the mother's age, the infant's age, education, parity, knowledge of PMTCT, number of household assets (a proxy for socioeconomic status), PMTCT regimen, and disclosure of HIV status to the husband/partner. PMTCT regimen was not controlled for in the models for medication during childbirth, sdNVP, because this protocol is only indicated for women on the short-course prophylaxis regimen. Knowledge of PMTCT was measured by four questions on the survey (CSO, 2009) that were analyzed as a count variable based on correct answers, for example, "Can HIV be transmitted from a mother to her baby during pregnancy?" and "Are there any special drugs that a doctor or nurse can give to a woman infected with HIV to reduce the risk of transmission to the baby?". Except PMTCT regimen, which was determined based on the medication a woman was taking during data analysis, all variables were directly from the Zambian DHS questionnaire (CSO, 2009).
Data cleaning and statistical analysis
Survey data were double entered into CSPro and exported into Stata 12 for analysis. Surveys with more than 50% missing data were not included in the analyses (n ¼ 4). Missing data (2.3%) were imputed using multivariate chained equations in Stata 12 (Raghunathan et al., 2001) . Data converged, indicating that the multivariate chained model was a good fit for the dataset (StataCorp, 2009) . Using the imputed dataset, simple linear regression and simple logistic regression models determined significant differences at the bivariate level in various participant characteristics between women who did and did not experience IPV. Multiple logistic regression models subsequently determined significant differences in the odds of adhering to each PMTCT medication protocol by experience with IPV after adjusting for covariates.
Dummy variables were created for emotional, physical, and sexual violence, as well as experiencing any IPV. This is a standard way of using the DHS Domestic Violence Module (Alio et al., 2009; Kishor and Johnson, 2004; Lawoko et al., 2007) . In addition, to better understand the nature of IPV, the researcher calculated the number of violent events a woman experienced from her current partner by summing the number of specific emotional, physical, or sexual events a woman reported out of a total of 12 possible events. In addition, a dummy variable for any injuries as a result of violence was created to capture the severity of physical/sexual IPV.
Results
Participant characteristics
The total sample size was 320 HIV-positive women (see Table 1 ). The mean age of the women was 29 years. On average, women had given birth to just over three children, with the youngest being approximately 6 months of age. Over 70% of women had completed primary education, but only 14% had completed secondary education. On average, women reported having 9 household items out of possible of 21 total listed items. Over 74% of women had electricity, 37% had a refrigerator, and only 4% owned a vehicle. Knowledge of PMTCT was high with over 87% of participants correctly answering all four PMTCT-related questions. Women had been in their current sexual relationship on average for 7 years. Among the women who reported knowing their partner's HIV status (80%, n ¼ 256), 35% reported being serodiscordant with the male partner having an HIV-negative status (according the woman). Disclosure of one's HIV positive status to their husband/partner was high with 92% of women reporting they told their partner they were HIV-positive. Lastly, acceptance of IPV was also high, with 66% of women agreeing a husband is justified in beating his wife for at least one specified reason, such as refusing sex, burning the food, or neglecting the children. Fig. 1 displays the descriptive results for women's experiences with IPV. The majority of women (61%) reported experiencing at least one violent event in their current relationship. The most prevalent form of IPV was emotional violence, with 40% of women reporting at least one emotionally violent event, such as the husband/partner humiliating her in public or threatening to hurt her. Over one-third of women also reported sexual violence in the form of being physically forced to have sex or forced to perform a sexual act when she did not want to. In addition, over 30% of women reported at least one physically violent event, such as being slapped, punched, kicked, dragged, or beat up. Lastly, over 10% of women reported experiencing all forms of IPV (i.e., emotional, sexual, and physical). Of the women who experienced physical/sexual IPV (n ¼ 157), 57% experienced an injury as a result of the violence, such as aches, pains, or bruises.
The majority of women (71%) reported having less income than their male partner (see Table 1 ). In addition, over 60% of women said their husband/partner has the final decision over how money is spent. Over 90% of women experienced at least one controlling behavior from their husband/partner and the mean number of controlling behaviors was 3.4 (out of a possible of 6 behaviors). Only 8% of women reported ever hitting their current partner. Characteristics associated with experiencing IPV at the bivariate level were: shorter length of relationship; non-disclosure of HIV status to the husband/partner; acceptance of wife beating; partner having the final say over money; and the mean number of partner controlling behaviors.
PMTCT adherence
Among women who were offered PMTCT, during pregnancy, 12% reported inadequate cART adherence (i.e., self-reported adherence of less than 80% of prescribed medication doses). During childbirth, 8% of women on the short-course prophylaxis regimen reported non-adherence to ingesting sdNVP during labor/delivery. During the postpartum time period, 9% of women reported inadequate cART adherence. Lastly, 14% of women reported inadequate adherence to giving the infant prophylaxis. At the bivariate level, experiencing IPV was negatively associated with adherence to all PMTCT medication except sdNVP during childbirth (see Table 1 ).
Intimate partner violence and PMTCT adherence
In the adjusted models, experiencing IPV remained significantly associated with non-adherence to all of the PMTCT protocols except sdNVP during childbirth (see Table 2 ). Women who experienced IPV had a 74% reduced odds of adherence to drugs during pregnancy (p < 0.05); an 89% reduced odds of adherence to drugs postpartum (p < 0.01); and a 91% reduced odds of adherence to giving the infant prophylaxis (p < 0.001) compared to women who did not experience any IPV. Different types of IPV affected adherence to PMTCT protocols differentially (see Table 3 ). Sexual violence was associated with non-adherence to the greatest amount of PMTCT protocols compared to physical and emotional violence. Women who experienced sexual violence in their current relationship had a 68% reduced odds of adherence to drugs during pregnancy (p < 0.05); an 83% reduced odds of taking sdNVP during labor/delivery (p < 0.05); a 74% reduced odds of adherence during postpartum (p < 0.01); and a 66% reduced odds of adherence to giving the infant prophylaxis (p < 0.01).
Emotional violence was also associated with non-adherence to several PMTCT protocols. During postpartum, women who experienced emotional violence had a 90% reduced odds of adherence to their medication (p < 0.001), as well as a 90% reduced odds of giving the infant prophylaxis (p < 0.001). Physical violence, interestingly, was only associated with decreased odds of adherence to giving infant prophylaxis: Women who experienced physical IPV had a 62% reduced odds of adherence to giving infant prophylaxis (p < 0.05).
In addition, there appears to be a dose-response relationship between IPV and non-adherence to PMTCT (see Table 3 ). For each additional violent event a woman experienced, she had a 20% reduced odds of adherence to drugs during pregnancy (p < 0.05); a 31% reduced odds of adherence to drugs postpartum (p < 0.01); and a 32% reduced odds of adherence to giving the infant prophylaxis (p < 0.001). Lastly, severity of physical/sexual violence was associated with non-adherence to giving the infant prophylaxis. Of the women who experienced physical/sexual IPV (n ¼ 157), those who experienced injuries had a 72% reduced odds of adherence to giving the infant prophylaxis (p < 0.05).
PMTCT and covariates
In addition to experiencing IPV, three covariates were also significantly associated with non-adherence to various PMTCT medication protocols in the adjusted models (see Table 2 ). First, disclosure of an HIV positive status to the husband/partner was associated with increased adherence to all PMTCT medication protocols. This is not a new finding, but does provide support from the Zambian context for what other studies have reported (Auvinen et al., 2010; Jasseron et al., 2011; Theuring et al., 2009 ). Second, parity was negatively associated with PMTCT medication, but only for maternal medication postpartum. More research is needed to unpack the reasons why having more children could result in worse medication adherence. Lastly, the type of PMTCT regimen the woman was taking (i.e., either lifelong ART or short course prophylaxis) was significantly associated with adherence to PMTCT Notes. Logistic regression results are presented as adjusted odds ratios and 95% confidence intervals (adjusted for covariates: mother's age, infant's age, education, parity, knowledge of PMTCT, number of household assets, PMTCT regimen, and HIV status disclosure to husband/partner). Abbr. cART ¼ Combination antiretroviral therapy. IVP ¼ Intimate partner violence. NVP ¼ Nevirapine. PMTCT ¼ Prevention of mother-to-child transmission. sdNVP ¼ Single dose NVP. *p < 0.05 **p < 0.01 ***p < 0.001 level of significant difference. a Different sample size because women were offered medication differentially for each protocol.
Table 3
Logistic regression results for the odds of adhering to prevention of mother-to-child transmission (PMTCT) protocols by type and severity of intimate partner violence. during pregnancy and to giving the infant prophylaxis. This finding has been reported elsewhere in greater detail (Hampanda, 2015) .
Discussion
To the author's knowledge, this study is the first to report a quantitative relationship between IPV and non-adherence to PMTCT in sub-Saharan Africa (see Hatcher et al., 2015 , for a systematic review on IPV and women's engagement in HIV care and treatment). These findings are supported by recent qualitative research from South Africa that found HIV-positive women report fear of violence from a male partner as a barrier to PMTCT (Hatcher et al., 2014; Mepham et al., 2011) . The present study's findings, however, run contrary to what Kiarie et al. (2006) found in Kenya. They reported no association between IPV and uptake of PMTCT; however, PMTCT was limited to sdNVP during childbirth at the time of the Kiarie et al. study. In the present study's analysis, sdNVP was also not significantly associated with any experiences with IPV. Yet, IPV was associated with non-adherence to all other PMTCT protocols in the cascade of care.
PMTCT medication across the cascade of care
There are several reasons why sdNVP may not be as vulnerable to non-adherence as other PMTCT medication protocols. First, sdNVP during labor/delivery is easier to conceal from a husband/ partner who does not know the woman's HIV status because men are generally not present in the delivery room. Second, if HIVpositive women come to deliver in a health center, they should receive this dose of medication, whereas the other protocols require constant refills of ARV prescriptions and daily consumption. This requires some travel and other potential expenses, which may be challenging if women have limited access or decision-making power over how financial resources are spent. Although the current PMTCT regimens are more effective than only sdNVP during childbirth (WHO, 2010a) , the extended duration of taking cART may be more difficult for HIV-positive mothers to follow without the knowledge, permission, and/or support of their male partners.
Specific experiences with intimate partner violence
Importantly, not all IPV is equal when it comes to PMTCT adherence. In this study, physical violence had a less pronounced association on women's adherence to the various PMTCT drugs than emotional, and especially sexual violence. Often, emotional violence is not evaluated in studies examining IPV (Abramsky et al., 2011; Harling et al., 2010; Pallitto et al., 2013) . This study underscores the importance of examining IPV as a multi-dimensional phenomenon. Indeed, emotional violence was the most commonly reported form of IPV among women in this study and was associated with non-adherence to many of the PMTCT protocols. Sexual violence, to an even greater extent, was associated with nonadherence to PMTCT. It is feasible that physical and emotional violence are more normative in Zambia and that the presence of sexual violence represents a more severe IPV situation. Greater research is needed; however, into why sexual violence in particular has a greater negative impact on PMTCT adherence.
There appears to be a doseeresponse relationship between IPV and non-adherence to PMTCT. The women in this study who experienced more violent events in their current relationship had reduced odds of adherence to all PMTCT medication protocols except sdNVP during childbirth. Interestingly, severity of IPV, measured by any injuries experienced as a result of physical/sexual IPV, was only associated with non-adherence to giving the infant NVP prophylaxis. Indeed, infant prophylaxis was the protocol with the worst reported adherence and the protocol most consistently negatively associated with the various IPV measures in this study.
Reasons why IPV May hinder PMTCT adherence
IPV likely hinders PMTCT adherence through several social mechanisms. First, fear of IPV decreases HIV status disclosure to husbands/partners (Medley et al., 2004) , which in turn decreases women's adherence to PMTCT (Jasseron et al., 2011) . However, IPV was independently associated with non-adherence to PMTCT after controlling for status disclosure in this study.
A second plausible explanation is that IPV may result in poor spousal communication (Blanc, 2001) , which is an important factor in women's PMTCT-related behavior (Sarker et al., 2007) . Third, abusive male partners may be less supportive of women's health and less likely to participate in PMTCT services (Auvinen et al., 2010; Kiarie et al., 2006) , such as accompanying women to visits or picking up medication, thus making adherence more arduous on the woman. Lastly, women who experience IPV may suffer from negative mental health. IPV increases the risk of emotional distress, depression, and post-traumatic stress disorder (PTSD), which are known barriers to medical adherence in general (Ellsberg et al., 2008) . For example, Hatcher et al. (2014) reported that women in South Africa described feeling depressed and anxious due to IPV, which in turn negatively impacted their PMTCT adherence.
Implications
IPV is a large health concern in its own right. The current study indicates, moreover, that IPV may also play a significant role in pediatric HIV through maternal non-adherence to PMTCT. Interventions at the individual, relationship, facility, and structural levels are urgently needed to address IPV against women. Many of the risk factors associated with IPV are symptoms of persistent gender inequity. For example, women's low education and acceptance of violence are risk factors for victimization at the individuallevel (WHO, 2012), which could be addressed through greater efforts to empower girls and young women. At the relationship level, male dominance, which is related to the structure of cathexis (i.e., unequal gender norms), is a risk factor associated with IPV perpetration (WHO/LSHTM, 2010). Not only is women's empowerment essential, but working with men to promote nonviolence and gender equality will also be a key intervention, starting with young school aged boys to evolve the cultural acceptance of IPV.
In addition, at the facility-level, PMTCT counseling should attempt to evaluate women's social circumstances and determine who may be at risk for low compliance due to factors such as IPV. Questions regarding the home environment and whether IPV occurs should be standard in PMTCT counseling. An appropriate referral system between PMTCT services and mental health/victim support services should also be prioritized at health clinics. Another potential intervention that has shown improved PMTCT adherence in sub-Saharan Africa is support groups and "mentor mothers" for HIV-positive pregnant and breastfeeding women (Besser, 2010) , although more research is needed into whether such mentorship programs can counter the effects of IPV. At the structural level, although much harder to implement and evaluate, a systems approach should include creating equitable gender norms; reducing poverty; improving the low social and economic status of women; reforming legal frameworks; establishing community sanctions against IPV; and progressing women's civil rights (WHO, 2012) .
Limitations
This study has a several limitations. First, it is cross-sectional and cannot establish causality or the timing of events. The results are also based on self-reporting, which is vulnerable to recall and social desirability biases. In addition, the sample is nonrepresentative, limiting the generalizability of findings outside of low socioeconomic populations in Lusaka. Lastly, due to the relatively small sample size, there may have been inadequate statistical power to detect all significant relationships in the case of some IPV measures.
Conclusions
This is the first study to establish a quantitative relationship between IPV and non-adherence to PMTCT. The HIV-positive women in this cohort who experienced IPV, especially sexual and emotional IPV, had reduced odds of cART adherence across the PMTCT cascade from pregnancy to the postpartum period. In addition, there a dose-response relationship between IPV and nonadherence was established: Women who experienced more violent events, had reduced odds of PMTCT adherence during and after pregnancy. This study provides compelling evidence that IPV against women deserves increased attention within the global PMTCT effort.
